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ABDOMEN. 

X. On the Exclusion of Dead Spaces from the Peritoneal 
Cavity, with Special Regard to the Extirpation of Tumors 
Starting from the Pelvic Cavity. By J. Mikulicz (Koenigsberg). 
Abdominal operations are subject to septic complications from other 
sources than faulty antisepsis, injury of the gut, or rupture of a cyst. 
Laparotomies for removal of large tumors firmly attached to the lower 
pelvis or developing subserous in the pelvis (especially uterine myoma) 
favor this indirect infection. The trouble arises from the difficulty in 
keeping aseptic a large traumatic cavity low in the pelvis. As has 
been repeatedly shown we are not able to keep bacteria germs from a 
wound completely. But the tissues so long as living come to our aid; 
if from any cause they cease to do this, then infection often occurs. 

The normal peritoneum has two characteristics that oppose septic 
processes; it absorbs decomposable secretions quickly; and inflam¬ 
matory products are encapsulated by adhesions. Now these two helps 
are lost if the peritoneum has been extensively injured or removed, in 
its lower part. Here secretions collect, and the germs are only im¬ 
peded at the walls. This he terms a dead space. Comnression, drain¬ 
age or irrigation are unsatisfactory, and the moist blood clot (Schede) 
here unsafe. The severity of laparotomy for removal of myomata 
■with a large base—leaving a vascular and abundantly secreting wound 
_is well known. The mortality is 5 to 10 times as great as from lap¬ 
arotomy, due in large part to sepsis. 

Kiister and also Terillon have stitched up the peritoneum and 
plugged the wound-space with iodoform-gauze. Independently of 
these M hit on a like plan with the further endeavor to make it appli¬ 
cable to cases where the peritoneal cavity cannot be occluded. He 
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takes a piece of -20% iodoform gauze, the size of a large handkerchiet 
and fastens a long, stout silk thread to the center. This is provision¬ 
ally laid in 5% carbolic. After completing the intra-abdominal part 
of the operation, the gauze is folded into a pouch with the thread com¬ 
ing out at the neck. He pushes the middle of the pouch by forceps 
into the lowest part of the pelvis and then fills it loosely with other 
iodoform gauze. The string serves later in removing the deepest 
gauze. Where sufficient peritoneum remains it is stitched to the lower 
angle of the wound, otherwise the gauze comes in direct contact with 
the intestines. The neck of the gauze-pouch and an end of each con¬ 
tained strip are spread out on the outside of the wound and covered 
with an abundant dressing. The remaining wound opening must not 
be so small as to compress the traversing gauze. This pouch serves 
a four-fold purpose. 

1. As a tampon to stop hemorrhage. 

2. For drainage simple and complete by capillary action. In all of 
his cases a large amount of sanguineous serum poured into the external 
dressing the first 24 to 48 hours. This greatly simplifies the remain¬ 
ing treatment. The first dressing remains 48 hours. - If it soaks 
through, cover with simple removable material. At the end of this 
time he usually removes everything but the pouch. A 6 to 10 cm. 
long drain is introduced into its neck, chiefly to preserve the opening. 
In 5 to 6 days p. o. the secretion has usually become minimal, when 
even the pouch is removed. An 8 to 12 cm. long large drain is now 
used, and later rapidly shortened as the secretion diminishes. In but 
one case did a fistula persist,, requiring an operation for its closure 
some months later. 

. 3. The tampon guards wound and peritoneum from sepsis, even, 
as one of his cases shows, when gut or bladder has been injured. In 
only one case did fatal peritonitis follow, and here there were compli¬ 
cations to explain it. 

4. The method is applicable to all classes. The danger of iodoform 
intoxication is lessened by the outward flow of the secretions; possi¬ 
bly other antiseptic material might be satisfactorily substituted, though 
he saw no signs of this danger in his cases. He suggests the proba- 
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ble value of this method in laparotomy for extrauterine pregnancy and 
for tumors of the pancreas.— Arch.f. kl. Chir., 1886, bd. 34, hft. iii. 

Wm. Browning (Brooklyn). 

II. Contusion of the Abdomen with Rupture of the In¬ 
testine. By B. Farquhar Curtis, M.D. (New York). This elab¬ 
orate paper defines the following conclusions: (1). The treatment of 
contusion of the abdomen should be purely expectant in the early 
stage, until symptoms of internal injury have appeared, or until the full 
extent of time in which they raay be expected has passed. Explora¬ 
tive laparotomy at this time is inadmissible. (2). When symptoms of 
uncontrollable internal hemorrhage or serious visceral injury appear, 
laparotomy is indicated: but when the diagnosis is uncertain, the 
operation should always be begun as an exploration. (3). Great col¬ 
lapse is an absolute contraindication to all operative interference. (4). 
When rupture of the intestine is found, the best method of treatment 
is to secure the injured gut in the abdominal wound, and form an arti¬ 
ficial anus. This can be easily relieved by a later operation, when the 
patient has recovered his strength.— Am. Jour. Med. Sei., Oct., 1887. 

III. Circular Suture of the Intestine. By William S. 
Halsted, M.D. (New York). This paper is an elaborate experi¬ 
mental study of this subject, which may be summarized as follows: 

It is impossible to suture the serosa alone, as advised by authors. 

It is impossible to suture unfailingly the serosa and muscularis alone, 
unless one is familiar with the resistance offered to the point of the 
needle by the coats of the intestine. Furthermore, stitches which in¬ 
clude nothing but these two coats tear out easily, and are, therefore, 
not to be trusted. 

Each stitch should include a bit of the submucosa. A thread of 
this coat is much stronger than a shred of the entire thickness of the 
serosa and muscularis. It is not difficult to familiarize' one’s self with 
the resistance furnished by the submucosa, and it is quite as easy to 
include a bit of this coat in each stitch as to suture the serosa and 
muscularis alone. 

It is unnecessary in performing circular suture of the intestine to 
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make more than one complete row of stitches, if they be of the plain- 
quilt variety. Unless all of the stitches of the row are applied before 
a single one is tied, it is impossible to preserve a straight line in the 
application of them. 

It facilitates the operation very much to make five or six presection 
sutures; the eversion of the mucous membrane, which otherwise takes 
place and makes the application of first-row, postsection stitches 
troublesome, is thus prevented. The first presection stitches should 
be introduced at the mesenteric border of the intestine, and at a place 
as free from fat as possible. 

The plain-quilt stitches are to be preferred to the ordinary Lembert’s 
stitches, because: (r), one row of them (the former) is sufficient for 

the circular suture; (2), the knots of the first row of Lembert’s 
stitches prevent the most accurate apposition of the opposed peri¬ 
toneal surfaces; (3), the plain-quilt stitches constrict the tissues less 
than the Lembert’s stitches; and (4), the former tear out less easily 
than the latter. Madelung’s cartilage-plates, which he employs partly 
to prevent the tearing out of the stitches, are unnecessary when a bit 
of the submucosa is taken up with each stitch. 

The vessels of the excised intestine should be ligated by circumvec- 
tion. It is not necessary to exsect a triangular piece of mesentery, 
and it is unadvisable to sew together the edges of the rent in the mes¬ 
entery, for, in so doing, one might -include small vessels which contrib¬ 
ute to the blood supply of the sutured parts. 

Solutions of corrosive sublimate stronger than 1:20,000 should not 
be used for irrigation. It would be better, perhaps, to employ weaker 
solutions (1:30,000 or 1:40,000). The irrigation should be attended 
to most diligently when the stitches are being tied.— Am. Jour. Mid. 
Sci., October. 1887. 

James E. Pilcher (U. S. Army). 


IV. Intestinal Obstruction. This subject after being intro¬ 
duced by a paper by M. Verneuil was discussed at the Soci^te de 
Chirurgie of Paris. Although M. Despres thought that the diagnosis 
was *'.-sy in 90 cases out of 100 (his diagnosis had been correct in to 
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out of 11 cases) the other speakers considered it very often difficult. 
When symptoms like those of a strangulated hernia appear suddenly 
M. Desprds would expect strangulation from a band. When obstruc¬ 
tion comes on slowly without intense vomiting, and with some passage 
of wind, the cause may be cancer, paralysis or invagination. M. 
Marc See was in favor of waiting where neither fever nor vomiting 
are present, and where distention and colicky pains are the chief com¬ 
plaint. A case with such symptoms under his care came tight in the 
end after 42 days of obstruction. The treatment adopted had been 
enemata of fluid and of air, and electricity. Some capillary punctures 
to relieve the gaseous distention had been also tried. M. Verneuil 
objected to these punctures as dangerous and as of little use. 

As to cancerous obstructions where the exact seat is uncertain M. 
Le Dentu prefers to make for the caecum as on the whole most likely 
to give relief. 

In acute and doubtful cases M. Richelot advises an exploratory 
laparotomy with the object of finding and relieving the cause of the 
mischief. He considers the formation of artificial anus in the small 
intestine in such cases as a confession of failure, of doubtful value at 
the best and useless in mechanical obstruction .—Le Bulletin Medical , 
May 29, 1S87. 

Chas. W. Cathcart (Edinburgh). 

V. Intestinal Obstruction from Volvulus ; Laparotomy. 
By D. W. Cheever, M.D. (Boston). A man, set 23, hitherto in good 
health, was seized with abdominal pain and tenderness, particularly in 
the region of the umbilicus, with persistent constipation and vomiting, 
at first thin and colorless and later stercoraceous. Collapse threaten¬ 
ing, an incision 5 inches long was made in the right linea semilunaris 
downward from the level of the umbilicus ; no cause for the obstruc¬ 
tion could be found, and an artific : al anus was formed and the wound 
closed. This patient did not rally and death ensued three hours later. 
The autopsy revealed that the caecum had no attachments and that 
the ascending colon had a long meso-colon, and that this portion of 
the colon had been twisted upon itself once and a half at a point 30 
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cm. above the iieo-caecal valve .—Boston Med. and Surg. Jour., July 
7, 1887. 

James E. Pilcher (U.S.Army). 

VI. Intestinal Obstruction; Volvulus or Twist (?); Lap¬ 
arotomy. By Charles Stonham, F.R.C.S. (London). A laundress, 
;ct. 18, previously in good health, was troubled with slight abdominal 
pains about 12 o’clock on March 14, 1884. In the afternoon they be¬ 
came suddenly worse, and she had to leave her work. After this 
symptoms indicating intestinal obstruction appeared, but without any 
external manifestation either of a hernia or of any other cause. She 
was treated by hot fomentations, and a grain of opium every four 
hours, and an enema of a pint of warm oil. As no real relief was 
obtained and sickness continued, on March 18 abdominal section was 
performed. Her condition was then as follows. Vomited matter not 
stercoraceous—constant nausea, abdomen a good deal distended, es¬ 
pecially above and to the left of umbilicus, pain diminished by opium, 
tongue dry, brown and cracked. Patient nervous and anxious. Pulse 
120; temperature ioo°. Under chloroform Mr. Stonham opened the 
abdomen “in the usual way,” and the greatly distended transverse 
colon immediately protruded. T he peritoneum was acutely inflamed 
and coated with recent lymph. The sigmoid flexure and descending 
colon were found empty when traced from below, “but on arriving at 
the splenic flexure there was suddenly a large escape of flatus by the 
anus, and the distended transverse colon collapsed at once.” The 
operator could only account for the relief by supposing that he had 
without knowing it undone a twist. Except a few recent adhe¬ 
sions nothing further abnormal could be seen. The spray was used. 
The abdomen was much smaller at the end of the operation. A grain 
of opium every hour was ordered. Next day bowels moved twice, 
and, though some sickness followed food, she was much improved. 
Her recovery was rapid and she left hospital in April for the country. 
She was heard of in good health in 1885. In his concluding remarks 
the author speaks alternately of volvulus and of twist as being the con¬ 
dition which caused the symptoms. It is difficult to understand which 
of the two he leans to or'whether he considers them not two separate 
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conditions but one and the same.— Brit. Med. Jour ., May 21, 1887. 

VII. Intestinal Obstruction Relieved by Laparotomy. 
By G. E. Williamson (Newcastle on Tyne). The patient, a groom 
set. 22, was first seen in consultation by the operator August 27. 1886. 
History no present nor previous hernia, but two attacks of severe ab 
dominal pain two or three years before. August 13, after a large din¬ 
ner of pork* hastily consumed, he was suddenly seized with severe 
pain in belly and with vomiting. Next day, after a dose of castor oil, 
vomiting ceased, but returned in two days, and was faecal on August 
19. On the 21 st patient was almost in a state of collapse; pulse 
small and quick, tongue dry, temperature not raised, faecal vomiting, 
abdomen distended and tender about umbilicus and caecum, no 
tumor perceptible; no information by rectal examination. August 
22 a large enema of fat mutton broth was traced to pass into the 
caecum. In 2 or 3 hours it was returned without fecal matter. Tem¬ 
porary cessation of vomiting with improved pulse followed this. It 
returned, however, and on the 25th an examination of the abdomen 
was made under chloroform without result. On the 27th, in a fort¬ 
night after onset, at the consultation, there was less prostration than 
was expected—perhaps owing to belladonna and morphine taken— 
tongue very foul, fecal odor of breath. Abdomen tense, somewhat 
tender, and with coils of intestine apparent through wall, resonant 
throughout except over a small area in right iliac fossa. Abdominal 
section was decided upon. Only a small quantity of urine was with¬ 
drawn by the catheter, although for some days difficulty in passing 
water had been complained of. As obstruction was thought to be 
near cxcum, an incision was made in right linea semilunaris, and the 
peritoneum opened. Haemorrhage extremely slight. Fingers, then 
whole hand introduced. Nothing found near caecum. In umbilical 
region a cord of thickness of a lead pencil passed from behind umbil¬ 
icus towards pelvis. This when brought to the surface was found to 
be collapsed intestine. When traced it passed down towards into 
ordinary gut and upwards into a region of localized peritonitis with 
adhesions. Two firm bands were brought into view and divided be- 
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tween ligatures, and then adhesions were free'd. The wound was sewn 
up with silk worm gut stitches passed through the whole thickness 
of the abdominal wall. No spray was used. The surrounding skin 
was washed with weak corrosive lotion and the sponges wrung out of 
the same. The bowels acted well a few hours after the operation. In 
24 hours temperature was 99 0 ; pulse too. And in every way the 
recovery was rapid and complete, the wound healing in a fortnight 
under a dressing of Gamgee tissue. Eight months after the opera¬ 
tion the patient was well, no bulging of scar and no intestinal disturb¬ 
ance. He was doing light work, wearing a belt and broad pad. The 
strangulation was believed to have been caused either by a twist or 
by bands secondary to adhesion of the small intestine to the anterior 
abdominal wall.— Brit. Med. Jour ., May 21, 1887. 

VIII. Intestinal Obstruction Relieved by Laparotomy; 
Rupture of Strangulated Gut; Artificial Anus; Enterect- 
omy. By C. J. Bond F.R.C.S. (Leicester). A man jet. 22 was ad¬ 
mitted into Leicester Infirmary with marked symptoms of intestinal 
obstruction which had begun five days before. Pain greatest at epi¬ 
gastrium. Abdominal section in the linea alba was performed on the 
same day. The incision was large enough to admit the hand. After 
.some searching and drawing out of collapsed bowel, a band was found 
uniting two adjacent portions of mesentery and within which a knuckle 
of bowel was constricted. After the band had been severed the bowel 
was gently raised from its bed, but as the adhesions were being sepa¬ 
rated, a rupture took place and some faeces escaped. The peritoneal 
cavity was well sponged and washed out with warm boracic lotion, after 
which the wound was partly stitched up and the injured intestine 
brought to the surface. The small opening was enlarged transversely, 
and a free escape of gas and feces took place internally. The patient 
rallied from the operation, but wasted rapidly as the fistulous opening 
was high in the jejunum. On the 8th day a slight improvement was 
effected by passing into each end of the gut an India rubber tube four 
inches in length and 1 inch in diameter. This crossed the fistulous 
opening, where it was held in position by a string, and besides helping 
to transmit the intestinal contents onward prevented excessive doub 
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ling of the intestine on itself and repressed the spur below. Mr. Bond 
attributes the suggestion of this device to Mr. Banks, and believes that 
it is a useful preliminary for a plastic operation, if not in itself sufficient 
to bring about a cure. After 20 days of this treatment a plastic oper¬ 
ation, like that suggested by Duncan ( Lancet , 1813) was attempted, 
/. e., without disturbing the peritoneal adhesions, 'the edges of the 
mucous membrane were freed all round, inverted and stitched together 
while the skin was dissected up and its divided edges drawn together 
over the opening. On the 2d day bile oozed through, and the wound 
soon opened up again. After 14 days more treatment with India rub¬ 
ber tubes, which reduced the spur, the abdomen was opened above 
the artificial anus, the adhesions were felt and carefully divided, and 
the affected bowel drawn out at the wound. The contiguous portions 
of bowel above and below the fistula were freed and bowel divided 
across. The open ends of intestine were then sutured as follows: 
“The muscular coat being retracted with the finger-nail, the mucous 
membrane only was first united by a continuous silk suture in its whole 
extent: the muscular and serous coats were then inverted and their 
opposing peritoneal surfaces united by interrupted fine silk ligatures 
passed on each side through the two outer coats and then drawn 
together, an ordinary straight, round serving needle being found most 
convenient. In addition, some sutures were passed beyond the actual' 
opening in the gut, which was thus freely closed by about 20 or 30 
closely-placed stitches.” The peritoneum was then sponged and the 
intestine returned free into the abdominal cavity. The wound was 
closed, leaving room for a drainage tube over the bowel. The opera¬ 
tion lasted 2 1 /, hours; for 5 days only water and opium were allowed; 
then nutrient enemata, and on the 10th day peptonized beef tea by 
the mouth. Pus came by the track of the tube on the 2d day, and a 
little bile on the 4th. This continued till the 10th day, when one of 
the silk sutures was discharged; and a few days afterwards the wound 
healed. Bowels were moved by enema on the 12th day, and the pa¬ 
tient soon made a good recovery. 

Mr. Bond in future would prefer an opening for artificial anus paral 
lei with the long axis of the bowel —not transverse to it. He believes 
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that the success of the intestinal suture was partly due to his being able 
to leave the mesentery untouched, and that the giving way of the stitch 
was owing to thinness of the gut where it had been adherent— Lancet , 
April 9, 1887. 

Chas. W. Cathcart (Edinbnrgh). 

IX. Complicated Diseases of the Pancreas and their 
Surgical Treatment. By Karl Hagenbach (Basel). The author 
records two cases, one of hematuria and another of carcinoma of the 
pancreas. The literature of diseases of the pancreas is studied at 
length. The number of operated cysts of the pancreas now reaches 
13. Of 15 cases tabulated by the author 8 were males; the ages 
varied from 16 to 46 years. The duration of the disease is chronic 
and in some of the cases the symptoms extend over a period of five 
to twelve years. The prominent symptoms in all cases were oppres¬ 
sion or pain in the epigastrium, eructations, vomiting, irregularities of 
the bowels, and extreme emaciation. With all this there was a tense, 
elastic tumor in the upper abdominal region with pseudo-pulsation. 
Kiister lays stress on the presence of a moderate amount of blood in 
the exploratory puncture of such tumors. This last element speaks 
for the presence of pancreas cysts. In Krister’s case a venous hem¬ 
orrhage into the cyst probably followed the exploratory puncture. 

Haematoma (Friedreich) of the pancreas is relatively common (hem¬ 
orrhagic cysts ol Senn). The apoplectic: cysts (Friedreich) (hsema- 
toma of Senn, are rarest occurrences. The apoplectic cysts have until 
now been found only post-mortem. 

Closely allied to the apoplectic cysts both clinically and genetically 
are the diffuse hemorrhages into the tissues of the pancreas. The 
symptomatology of the hemorrhagic pancreas cysts is in no wise a 
characteristic one. In one case the sudden onset of vomiting of blood 
caused a fatal result. In another case the. appearance of blood in 
vomited matters and dejecta were the only symptoms. In other cases 
even the above were absent, and the diagnosis was not made ante 
morte/n. 

The prognosis of haematoma is bad; the patient dies of hemor- 
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rhage, or the increasing size of the tumor, or from pressure effects on 
adjacent viscera. The most successful treatment thus far (Thiersch 
and Gussenbauer) has consisted in incision, drainage or tamponade. 
Stenosis of the intestine in diseases of the pancreas may result from 
pressure of the morbid growth in rare cases. The cases result fatally, 
as a rule. Laparotomy fails to relieve the patient suppposed at the 
time to be suffering from strangulation of the gut. Post-mortem alone 
reveals the true cause of death. This rare cause of ileus has received 
comment at the hands of Gerhardt ( Virchow's Archiv., bd. 106, 
h. 303). In the author’s twelve tabulated cases, nine proved fatal 
through compression of the gut by the growth. In another case the 
fatal result-was caused by a hemorrhage from an ulceration of the 
duodenum. The diagnosis was not positively made in any' recorded 
case before death. In all the cases where laparotomy was performed 
for the relief of symptoms of intestinal obstruction (3) death resulted. 
In cases of compression of the common gall duct by pancreas carci¬ 
noma, the author advises the formation of an artificial biliary fistula.— 
Deutsch . Zeitschriftf. Chtr ., bd. 27, heft 1 and 2. 

Henry Kopuk (New York). 

X. Case of Pancreatic Cyst Treated Successfully by 
Incision and Drainage. By William T. Bull M.D. (New York). 
A man, tet. 46, had a history of soreness and tenderness in the region 
of ihe liver, with the appearance of a tumor growing for ten weeks 
without pain, when after an attack of abdominal pain and diarrhoea, 
with very dark stools, the tumor disappeared. It reappeared after 
three weeks and increased in volume for six months, when it remained 
stationary for a month, at which time it came under observation. 
Physical examination excluded ascites, aneurism, hydro- or pyone¬ 
phrosis, and established the fact that there was a retro-peritoneal 
tumor, as shown by its relations to the stomach and colon; the ab¬ 
sence of hooklets and the hydatid fremitus excluded in all probability 
an echinococcus cyst of the liver, apd malignant diseases of the supra¬ 
renal capsules or pancreas was excluded by the evident cystic charac¬ 
ter of the growth. The history of inflammation of the bile duct fol- 
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lowed by the appearance and rapid growth of the tumor, with 
subsidence with dark colored stools, and its reappearance and rapid 
growth, together with the character of the contents drawn off with a 
hypodermic syringe, indicated a pancreatic cyst. An incision was 
made extending four inches upward from just above the umbilicus; 
the omentum was tom through and the cyst wall exposed and stitched 
to the lower part of the wound, the upper part being closed. Seven 
days later the cyst was opened with the Paquelin cautery without anaes¬ 
thesia and without pain, drains inserted, and the wounds dressed. The 
cavity gradually closed up until he was discharged from the hospital— 
seventeen weeks later—with a sinus only two and a half inches deep 
and a few drops of secretion daily. Two weeks thereafter he died at 
his home in the country from diabetes. A detailed analysis of the 
cyst fluid is given. This case is of interest in connection with the 
researches of Senn (Annals of Surgery, Vol. ii, p. 272).— N. Y. 
Med. Jour., Oct. t, 1887. 

XI. Case of Splenectomy for Floating Spleen. By James 
McCann, M.D. (Pittsburg, Penn.). A woman, aet. 29, had suffered 
for six years from a movable abdominal tumor associated with attacks 
of severe hatmatemesis at intervals varying from ten days to a year in 
length. She had never had ague, but was in a condition of extreme 
anaemia. The tumor, on palpation, was found to' be 5 by 7 inches in 
size, rather more than semi-solid in consistence, and, though prefera¬ 
bly occupying the left iliac region, to be movable into any part ot the 
abdominal cavity. After three weeks tonic treatment, laparotomy in 
the median line exposed the tumor which was recognized to be the 
spleen and which was extensively adherent to the omentum. Consid • 
erable hemorrhage preceded from these adhesions giving way and 
from rupture of the i-plenic capsule, but the pedicle of the gland was 
secured with a carbolized silk ligature, all bleeding checked, the stump 
left in the cavity and the abdomen dosed with deep interrupted silver 
sutures, induding the peritoneum. The patient rallied well from the 
operation, but final recovery was retarded by an attack of phlegmas ia 
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alba dolens, her discharge from hospital occurring 33 days after the 
operation.— Am. Surg. Assn., 1887. 

James E. Pilcher (U. A. Army). 

XII. Chylous Cyst of the Mesentery. By Dr. F. Bramann 
(Berlin). The author reports a case of chylous cyst of the mesentery 
operated on in Von Bergmann’s clinic. He discusses the clinical 
aspects of these tumors. The rarity of these cases in literature is 
probably due to the fact of a failure to recognize their true nature. 
Tne diagnosis in author’s case was not made until after operation. 
Complete extirpation of the cyst was impossible on account of its inti¬ 
mate connection with the coils of the small intestine. It was incised 
and seven to eight hundred grammes of fluid of a milky character and 
slightly alkaline reaction were obtained. There were no clots in the 
fluid and microscopically there were detritus granules, lymph corpus¬ 
cles, blood cells, colostrum crystals and fat in exceeding fine subdi¬ 
vision. There were no epithelial scales. With acetic acid and heat 
there was complete coagulation. The cyst was smooth on its interior, 
covered externally by peritoneum, no endothelium or epithelium inter¬ 
nally. The wall was made up of connective tissue, rich in blood and 
lymph vessels. The edges of the incision in the cyst were sewed to 
the abdominal wound and a drain inserted. The patient was dis¬ 
charged cured after 5 weeks. There was no disturbance of nutrition 
on account of loss of chylous fluid, of which there was no discharge 
after the emptying of ihe cyst. A stenosis or obstruction of the tho¬ 
racic duct is an etiological factor in most cases. Yet in some cases 
where this obstruction was present there was only a dilatation of the 
lymphatic trunks (receptaculum chyli, etc.). In these cases it may be 
that the thoracic duct exists double or has an anomalous course. In 
other cases it empties into a vena azygos or lumbar vein. The etiol¬ 
ogy in the author’s case is obscure. While at first there may have 
been an obstruction to the flow of chyle or lymph, this was not appa¬ 
rent later. At time of operation the lymphatic vessels of the intes¬ 
tines were not dilated. There was, perhaps,' no communication left 
with the lymphatic channels, the discharge of lymph after incision of 
the cyst being nil. In cases of cyst, congen. colli and others of a like 
nature at first there is a supposed communication with the lymphatic 
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system, but later on, for some reason, this is suspended when the cyst 
has grown in size and pressure has increased. It is not known 
whether the cyst wall is capable of secreting the cyst contents, lor 
there is no epithelial or endothelial lining, and Grawitz 1 explanation for 
small peritoneal cysts does not hold here. The origin of the cyst from 
a lymph gland (Rokitansky) is also excluded. The author concludes 
that the cyst may have originated from a dilatation of the receptacu- 
lum chyli or from a lympho-cavemom or angiom (subperitoneal) sim¬ 
ilar to those cases recorded by Virchow.— Arch. /. klin. Chir.. bd. 
xxxv, hft. i. 

Henry Koplik (New York). 

XIII. Perforation of the Appendix Vermiformis. By J. 
Me F. Gaston, M.D. (Atlanta). From a careful inquiry into the 
pathology, diagnosis and treatment of this accident, the author con¬ 
cludes : (i). The primary disorder is dependent upon a local irritant, 

either mechanical, chemical or vital, inducing ulceration and disinte¬ 
gration at some point in its walls. (2). The modification in the tissues 
of adjacent parts depends upon the presence of a toxic exudation from 
its cavity that ultimately leads to disorganization of structure. (3). 
Extension of the degenerating process depends upon the permeation 
of the structures with fecal matter, but may result from suppuration, 
or the automatic propagation of the inflammation from one part to 
another. (4). Agglutination between the layers of peritoneum may 
shut in purulent accumulations and thus limit the inflammatory action 
to a circumscribed area so as to assume the nature of an abscess in 
that locality. (5). General peritonitis may be accompanied by exten¬ 
sive adhesions of the adjacent serous membranes and followed by vital 
prostration and collapse, calling for the knife. (6). Septioeraia may 
occur from absorption of septic matter independent of suppuration, 
and associated .with a low form of fever which ought to be treated by 
antiseptics and irrigation of the abdominal cavity by hot water. (7). 
When there are sufficient evidences of perforation in the general symp¬ 
toms, with pain and tenderness on pressure over the ctecal region, 
without signs of fluctuation, an exploratory puncture below the ileo- 
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crecal junction is warranted. (8). If there are any reasonable grounds 
to believe that pus is present, or that there is extravasation of fecal 
matter, whether from perforation of the caecum or appendix, a free 
incision above Poupart’s ligament should be carried down to those 
parts and drainage kept up afterward. (9). In perforation of the ap¬ 
pendix associated with general peritonitis, an incision in the linea alba 
affords the best prospect of reaching all the parts involved, and should 
be accompanied by thorough cleansing of the abdominal cavity, and 
especially of theileo ctecal region. (10). The most efficient means ot 
closing an opening in the caecum is by Lembert’s suture, while an open¬ 
ing in the appendix demands excision and ligature. (11). When per¬ 
foration is suspected, washing out the abdomen by the use of a syringe 
and two tubes, will assist in the diagnosis and treatment (12). An 
early operation with a doubtful diagnosis of perforation of the appen¬ 
dix lessens the likelihood of a confirmation of it by a necropsy, and 
hence no time should be lost in awaiting developments.— Jour. Am. 
Med. Assn., Aug. 27, 1887. 

XIV. Laparotomy for Stab Wound of the Abdomen. 
By Joseph M. Fox, M.D. (Philadelphia). Three cases are related: 
(1). A man, set. 32, had been stabbed with a pen knife making a 
wound i 1 /, inch in length, parallel with and one inch below the lower 
border of the ribs and one to one and a half inches to the right of the 
median line. Three and a half hours later, the wound was extended 
to the median line and downward, making an incision five inches in 
length. A wound of the right lobe of the liver, three-fourths inch 
long and one-half inch deep, was touched with the Paquelin cautery, 
the abdominal cavity cleansed and the wound closed. Death ensued 
after twenty hours, due to loss of blood and low physical condition 
trom dissipation. (2). A man, ret. 28, had been stabbed with a pen 
knife about two inches above and one inch to the right of the umbil¬ 
icus, and also two inches to the left of the sternum. Enlargement of 
the abdominal wound revealed no visceral injury and the wounds were 
all closed, the protruding omentum having been tied and excised. 
The patient reacted poorly : inflammation of the lungs set in, followed 
by empyema from which death occurred on the thirty-fourth day. The 
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autopsy revealed a good result with the abdominal wound. (3). A 
man, tet. 25, received a stab wound one and a quarter inches in length, 
5 inches to the left of and ’/, inch above the umbilicus, and a mass 
of omentum protruded. Examination through the wound revealed no 
visceral lesion; accordingly, the omentum was ligatured and excised 
and the wound closed, recovery following on the twelfth day.— Med. 
News, Nov. 12,1887. 

XV. Laparotomy for Stabwound of the Abdomen. By 
M. H. Richardson', M.D. (Boston). A woman, set. 23, received a 
stabwound oi the abdomen a little above and to the left of the um¬ 
bilicus ; omentum protruded from the wound. An exploratory opera¬ 
tion was then performed, under antiseptic care, by enlarging the wound 
five inches to permit a prolonged and careful examination of the intes¬ 
tines. No injury having been found, the external cut was sewn up, 
and the patient allowed to progress to recovery.—Boston Med. and Surg. 
Jour., Sept. 8, 1887. 

XVI. Laparotomy for Gunshot Wound of the Abdo¬ 
men. By Joseph M. Fox, M.D. (Philadelphia). A man, set. 18, was 
shot with a pistol one and a half inches to the left and one-half inch 
below the umbilicus. Three and a half hours later, under ether allies- 
thesia, a median incision from two and a half inches above to four 
inches below the umbilicus was made, disclosing considerable blood 
in the abdominal cavity. The bu'let had passed through the omentum 
near its attachment to the transverse colon, through ihe transverse 
colon, then through the jejunum near its beginning, and lastly through 
'the mesentary of another coil of jejunum; finally lodging, it was 
thought, in the muscles of the back to the right of the spine. The four 
intestinal wounds were closed with about twenty-five silk Lembert 
sutures; the mesenteric wounds were also closed with silk. No fa:cal 
extravasation occurred, although there was considerable discharge of 
gas and blood from the wound of exit in the jejunum while it was 
Being stitched, but this ceased when the sutures were tied; some bleed¬ 
ing also occurred from the omental wound, controlled by ligature, and 
from some deep point in the back, but he trusted to pressure of the 
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abdominal wall to check this. A recent invagination of the ileum 
about one inch in extent was discovered and reduced. During the 
operation the guts were wrapped in towels wet with a warm sublimate 
solution. The operation lasted one hour and ten minutes.. I he pa¬ 
tient rallied well from the operation, and progressed to a final recovery , 
one month later \—Afed. News , Nov. 12, 18SS. 

XVII. Laparotomy for Gunshot Wound of the Abdo¬ 
men. By Isaac Warren, M.D. (Somerset, Ky.). A man, set. 18, re¬ 
ceived a 38-caliber pistol-shot wound on the left side about midway 
between the umbilicus and the anterior spinous process of the ileum. 
Twenty-four hours later, in a wretched log hut with the temperature 
without only 5 0 F. (which made it impossible to get the temperature of 
the room above 70° F.), under antiseptic precautions, the abdomen 
was opened by an incision in the median line from the umbilicus to 
the symphysis. A general peritonitis existed, and five wounds of the 
small intestine and two of the mesentery were found, which were 
all closed, Lembert’s sutures of carbolized silk being used for the for¬ 
mer. The operation lasted an hour and three-quarters, and, although 
the patient recovered consciousness, death from exhaustion followed in 
fourteen hours.— N. V. Med. Jour., Sept. 17, 1887. 

XVIII. Laparotomy for Gunshot Wound of the Abdo¬ 
men. By A. S. Priddv, M.D. (Keysville, Va.). A negro man, set. 
60, received a 32-caliber pistol-shot wound about one-half inch 
below the anterior superior spine of the ileum toward the abdomen. 
Entrance into the abdominal cavity being doubtful at first, expectant 
treatment was employed until the fourth day, when in a poor negro 
cabin, but with careful antisepsis, an incision was made in the median 
line from the umbilicus to the symphysis. The descending colon was 
lacerated longitudinally for more than six inches, extending into the 
sigmoid flexure; the meso-colon was perforated and the jejunum con¬ 
tused by the spent ball and there was but slight fecal extravasation. 
The wounds were closed with catgut sutures and packed with iodo¬ 
form and the abdominal cavity cleansed, after which the abdominal 
incision was brought together and drainage was established, the oper¬ 
ation occupying fifty-five minutes. In spite of great exhaustion, the 
patient reacted well and progressed satisfactorily to a good recovery 
in six weeks.— Jour. Am. Med. Assn., Nov. 19, 1887. 

James E. Pilcher (U. S. Army). 
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XIX. Empyema of the Gall Bladder and its Surgical 
Treatment. By Dr. M. Hirschberg (Frankfort a. M.). Dr. Hirsch- 
berg records a case of empyema of the gall bladder occurring in a 
female set. 44. The patient was operated upon with successful re¬ 
sult. In the remarks on the case the author finds that in most cases of 
empyema or hydrops of the gall bladder the appearance of any tumor 
has been preceded for years by attacks resembling biliary colic, but 
in most cases there was absence of jaundice. This absence of jaun¬ 
dice is explained by the fact that the cystic is narrower than the com¬ 
mon duct and the most severe attacks of colic point to a stone fixed 
in the cystic duct. The milder attacks with jaudice point to a stone 
fixed in the common duct or its passage through the same. Patients 
complain for a long time of a dull pain in the right hypochondrium. 
Fever may be entirely absent. The urine is free from pus if pyone¬ 
phrosis does not also exist. Physical examination of the abdomen 
discovers a smooth, tense, elastic tumor, movable from side to side, 
diminishing in size toward the liver. It is not connected with the ab¬ 
dominal parietes. A coil of intestine may lie over the tumor which is 
painful to pressure. The patients complain of pain in the left 
_ shoulder. Puncture gives a purulent fluid containing biliary constitu¬ 
ents. Particularly is the diagnosis to be made from pyonephrosis. It 
has been most often mistaken for the latter condition. Inasmuch as 
operative interference is indicated in both diseases, we will perhaps 
find our way best by an exploratory incision made according to the 
author in a transverse direction. Operative procedure is indicated in 
(a) chronic lithiasis, and ( b ) retention cysts of the gall bladder due 
to stoppage of the cystic duct by a stone. Especially is empyema in¬ 
cluded here. Operation is not advisable at a time when a calculus is 
supposed to be passing the common duct, the time should be chosen 
when it has passed into the intestine. The continued menace to life 
by a lasting closure of the common duct by stone may be warded off 
by a fistula of the gall bladder. If in the latter case the constant loss of 
bile should so affect the enconomy as to threaten life, cholecystoenter- 
ostomy is a justifiable operation. Cholecystectomy is indicated in 
long standing formation of biliary calculi. It here stands as a rival to 
cystotomy. 


Henry Kopuk (New York). 



